
 
North Carolina 

2007 State Medical Facilities Plan 
Order Form 

 
 
 
 

                 Name:              
                                                                                          (Required) 
 

     Organization:    ________________________________________________ 
                                                                                           (Optional)  
 
Mailing Address:  ________________________________________________ 

             (Required) 
 
          ________________________________________________ 
 
       
                E-Mail: ________________________________________________ 
                                                                                                          (Optional) 

 
 Phone Number:     
                                          (Required) 
     
 

 
                                                                     $12.05   NC 2007 SMFP 

                                                               5.05   Shipping  
                                                            $17.10   Per Copy 

 
 
 

Number of copies  ______  x  $17.10  =  $_______  
    (Required)                                           Total Due 

 
 
 

Check enclosed in amount of: $___________   
                                                                                  Same as Total Due 
 
 
 
Checks should be made to:   North Carolina Division of Health Service Regulation  
 
 
 
Return completed form to:     North Carolina  
          Division of Health Service Regulation 
          Medical Facilities Planning Section  
          2714 Mail Service Center 
                                   Raleigh,  N.C.   27699-2714  
 
 
                  
                                            


	North Carolina
	2007 State Medical Facilities Plan

	Name: 
	Organization: 
	Mailing Address: 
	Mailing Address: 
	Email: 
	Phone Number: 
	Number of copies: 
	Total Due: 
	Check enclosed in amount of:: 



